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Summary table 25 
 
What is known about topic 
 
 Poor adherence is a well-recognised cause of 
apparently resistant hypertension. 
 Accurately measuring patient adherence has 
historically been very challenging.  
 Urine analysis by high-performance liquid 
chromatography-tandem mass spectrometry 
has recently become routinely available as a 
method of screening for non-adherence. 
 
What this study adds 
 The most common reasons for non-adherence 
were adverse effects of medication and 
forgetfulness. 
 Adherence rates for thiazide/thiazide-like 
diuretics and spironolactone were lower than 
for other classes of antihypertensive drug. 
 Approximately one third of non-adherent 
patients disputed their results. Further research 
on the effect this assay may have on the 
patient-clinician relationship is warranted.  
 26 
 27 
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 30 
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Abstract 32 
 33 
Poor adherence with pharmacotherapy is well recognised as one of the main barriers 34 
to achieving satisfactory blood pressure control, although accurately measuring 35 
patient adherence has historically been very challenging. Urine analysis by high-36 
performance liquid chromatography-tandem mass spectrometry has recently become 37 
routinely available as a method of screening for non-adherence. In addition to 38 
measuring rates of adherence in hypertensive patients, this study aimed to investigate 39 
the reasons for non-adherence given by patients and how patients react when they are 40 
informed of their results. This was a retrospective observational study looking at 41 
results from the routine use of this assay in a specialist hypertension clinic in 42 
Birmingham, UK, in patients with uncontrolled hypertension and those under 43 
consideration for renal denervation. Out of the 131 patients analysed, only 67 (51%) 44 
were taking all their medications as prescribed. Forty-three patients (33%) were 45 
taking some of their medications, whilst 21 patients (16%) were completely non-46 
adherent. The most common reasons cited for non-adherence were adverse effects of 47 
medication and forgetfulness. Adherence rates for thiazide/thiazide-like diuretics and 48 
spironolactone were lower than for other classes of antihypertensive drug. Despite the 49 
objective nature and high sensitivity of the test, 36% of non-adherent patients 50 
disputed the results. A minority of patients did not attend follow-up. Further research 51 
investigating the implications of a ‘non-adherence’ result on the patient-clinician 52 
relationship is required. 53 
 54 
 55 
 56 
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Introduction 57 
 58 
Although effective and well-tolerated once-daily antihypertensive medications are 59 
widely available, poor adherence with recommended treatments continues to be one 60 
of the main barriers to satisfactory blood pressure (BP) control (1, 2). A recent meta-61 
analysis of data on more than 376,000 patients from 20 studies assessing drug 62 
adherence for seven preventative drug classes (including five antihypertensive drug 63 
classes), found that the mean adherence over all studies was only 57% after a median 64 
of two years (3). A longitudinal study by Vrijens et al using a database of over 4700 65 
patients prescribed once a day antihypertensive medication from 21 phase IV clinical 66 
studies, demonstrated that by the end of one year, almost half of the patients had 67 
stopped taking their antihypertensive medication (4).  68 
 69 
Measurement of patient adherence has historically been very challenging, and as a 70 
result, suboptimal adherence to a prescribed drug regimen often goes unrecognised in 71 
everyday clinical practice. One of the main problems with measuring behaviours such 72 
as adherence is that the act of measurement itself can have some bearing on the 73 
behaviour, the so-called Hawthorne effect. If patients are aware their medication-74 
taking is being monitored, this in itself can stimulate adherence (5). Consequently, 75 
patients underreport non-adherence and also take medication immediately prior to 76 
testing or clinic appointments, so-called ‘white coat adherence’ (6). Conversely, 77 
clinical judgement alone is believed to overestimate the rate of non-adherence to 78 
antihypertensive medication (7). 79 
 80 
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Adherence can be measured directly or indirectly. Direct measurement involves either 81 
observing ingestion of the drug or by detecting its presence in plasma or urine. 82 
Indirect measures assume ingestion based on proxy-evidence such as self-reporting or 83 
number of dosages removed from a container (5). Traditional methods of measuring 84 
adherence (computerised records of prescription pharmacy refills, pill counts, 85 
questionnaires, patients’ diaries) are inexpensive but have severe limitations and have 86 
been shown to overestimate it (8). Electronic monitoring methods such as the 87 
medication event monitoring system (MEMS; AARDEX Group, Ltd, Sion, 88 
Switzerland) have been regarded as the gold standard for monitoring adherence in 89 
clinical trials, because of their automaticity and precision of timing when patients take 90 
or omit doses. Although MEMS is based on an indirect measurement, it has been 91 
extensively validated and used in drug trials since 1988, including several studies 92 
conducted in the field of hypertension (8). Biochemical methods of testing can detect 93 
whether a drug has been ingested but until recently have been considered relatively 94 
costly. They are highly sensitive but cannot provide any information on when doses 95 
were taken or omitted and are affected by the white coat adherence phenomenon. 96 
Urine analysis by high-performance liquid chromatography-tandem mass 97 
spectrometry (HP LC-MS/MS) has recently come to the fore as a useful method of 98 
screening for non-adherence in hypertensive patients (9). A group at the University of 99 
Leicester in the United Kingdom were among the first to develop this test that is able 100 
to screen for 52 of the most commonly prescribed antihypertensive drugs or their 101 
metabolites using a random urine sample. The test is inexpensive and we have been 102 
using this test in routine clinical practice in the hypertension clinic at University 103 
Hospitals Birmingham NHS Foundation Trust since November 2013. Studies 104 
published to date making use of such an assay to measure adherence rates have not 105 
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looked at the reasons for non-adherence or whether adherence rates change on 106 
subsequent testing. How patients react when they are informed of their results and 107 
what explanations they give for not taking their medications are two of the questions 108 
we hoped to answer with this retrospective observational study. Subsequent work will 109 
aim to investigate the potential implications this assay can have on medication taking 110 
behaviour and on the patient-clinician relationship.  111 
 112 
Materials and Methods 113 
 114 
This was a retrospective observational study looking at results from the routine use of 115 
urine adherence testing in the hypertension clinic at University Hospitals Birmingham 116 
NHS Foundation Trust, which receives referrals from primary and secondary care 117 
physicians in the West Midlands for investigation and management of patients with 118 
uncontrolled hypertension. Following consultation with a hypertension specialist, 119 
patients were asked to provide a urine sample for analysis. Patients included all those 120 
being worked-up for consideration of renal denervation and those with uncontrolled 121 
and apparently ‘resistant’ hypertension in whom non-adherence needed to be 122 
excluded. By definition, patients with resistant hypertension included those with BP 123 
that was not controlled to target, that is, a clinic systolic BP of greater than 140 124 
mmHg and/or diastolic BP greater than 90 mmHg, despite treatment with at least 125 
three antihypertensive medications (usually including a diuretic). Following 126 
explanation that their urine would be tested for the presence of their prescribed blood 127 
pressure medicines, patients were asked to provide a random urine sample for 128 
analysis. Prior to attending clinic, patients were not given any warning about this test 129 
in order to exclude white coat adherence. Patients provided verbal consent and none 130 
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refused. Samples were frozen at minus 20°C and sent to University Hospitals of 131 
Leicester NHS Trust pathology department for analysis. Samples were analysed using 132 
HPLC-MS/MS for the presence of antihypertensive drugs or their metabolites. The 133 
technique has been described in detail elsewhere (9). Data on all patients undergoing 134 
the test during a two year period between November 2013 and November 2015 was 135 
collected retrospectively from electronic patient records. This included 131 patients in 136 
total. Data collected included: basic demographics, the names of prescribed 137 
antihypertensive medications, the reason for the test being carried out, and the 138 
medications detected in the urine sample. Data on the response of the patient when 139 
informed of the results and the reasons given by the patient for non-adherence (when 140 
applicable) were obtained from electronic clinic letters. Because this information was 141 
collected retrospectively, some information was lacking in a minority of patients.  142 
 143 
Results 144 
 145 
One-hundred-and-thirty-one urine samples from 131 patients were analysed. The 146 
median number of antihypertensive drugs prescribed was 4 (IQR 3-5; mean 4.14); the 147 
median number of drugs detected in the urine was 3 (IQR 1-4; mean 2.76) (Figure 1).  148 
 149 
In five cases, when furosemide was the only drug not detected in the urine, it was 150 
deemed not to be clinically significant by the investigators due to its short half-life, 151 
and these five patients were considered to be adherent. Only 67 patients out of the 131 152 
(51%) were taking all their medications as prescribed (‘adherent’); 43 patients (33%) 153 
were taking some of their prescribed medications and therefore deemed ‘partially 154 
adherent’ with their treatment; 21 patients (16%) were not taking any of their 155 
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medications and were categorised as ‘completely non-adherent’ (Figure 2). Out of 122 156 
patients with uncontrolled hypertension prescribed 3 or more drugs (including a 157 
diuretic in 106 cases), only 55 (45%) were completely adherent with prescribed 158 
medications and could be deemed truly ‘resistant’.  159 
 160 
When patients were separated into ‘new referrals’ and ‘follow-up’ categories, a 161 
significant difference in adherence was observed: adherent 38% versus 59%; partially 162 
adherent 38% versus 30%; non-adherent 25% versus 11%; Kendall’s tau-b 0.219, p= 163 
0.009.   164 
 165 
From the 64 patients categorised as partially or completely non-adherent, six patients 166 
did not attend follow-up after providing the urine sample. When the remaining 58 167 
patients were presented with their results, 25 admitted to non-adherence (43%), whilst 168 
21 denied non-adherence (36%) and disputed the result according to documentation in 169 
electronic clinic letters (Table 1). Twelve patients (21%) neither denied nor admitted 170 
it and it was unclear as to the reasons for non-adherence. The reaction was not known 171 
in the non-attenders.  172 
 173 
Out of the 25 patients who admitted non-adherence, the most common reason cited in 174 
the clinic letter was adverse effects of medication (9 patients; 36%), closely followed 175 
by forgetfulness (8 patients; 32%); in 6 cases there was no documented reason given. 176 
Other explanations included running out of medication, misunderstanding 177 
instructions, prescription cost and apathy (Table 2).  178 
 179 
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In the 12 cases where non-adherence was neither admitted nor denied, a language 180 
barrier was felt to be the main factor behind non-adherence in six cases (lack of 181 
English was noted in the clinic letters). In five cases there was no documentation of 182 
patient reaction in the notes, and in one case a carer had been administering the 183 
medication.   184 
 185 
Data from the detection rates with the most commonly prescribed classes of 186 
antihypertensive drugs were analysed, which can be seen in Table 3. Adherence rates 187 
for thiazide/thiazide-like diuretics, including indapamide, bendroflumethiazide and 188 
hydrochlorothiazide (53.95%) and the aldosterone antagonist spironolactone (47.83%) 189 
were lower than for other classes of antihypertensive drug. 190 
 191 
We also analysed adherence rates according to the number of antihypertensive drugs 192 
prescribed (Figure 3). There was a trend towards decreasing adherence rates with the 193 
higher number of drugs prescribed, although this did not reach statistical significance 194 
(p=0.115) because the vast majority of patients were prescribed between three and 195 
five antihypertensive drugs (109 out of 131, 83%) and similar rates of adherence 196 
(approximately 50%) were observed in those patients.   197 
 198 
Discussion 199 
 200 
Direct measurement of adherence in hypertensive patients by urine analysis using HP 201 
LC-MS/MS is a highly effective method of establishing whether patients are taking 202 
their blood pressure medications as prescribed. In the study by Tomaszewski et al 203 
making use of this method to analyse the urine of hypertensive patients at a specialist 204 
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hypertension clinic in Leicester, 25% of the 208 patients who underwent screening 205 
were found to be partially or completely non-adherent (9). However, they included all 206 
new referrals and follow-up patients. In our routine clinical practice, we are more 207 
selective in whom we test as the assay is mainly used to investigate for non-adherence 208 
in those most likely to be non-adherent i.e. those with uncontrolled hypertension 209 
apparently refractory to drug treatment. In this retrospective observational study, 210 
overall, we found that approximately half of the patients were taking their 211 
medications as prescribed (51%). Patients were not given any prior warning about the 212 
test, reducing the likelihood of the white coat adherence phenomenon confounding the 213 
results, a strength of this study. This study confirms that poor adherence with 214 
prescribed treatment remains one of the most important causes of failing to achieve 215 
target blood pressure. A significant proportion of patients were not taking any of their 216 
antihypertensive medications (16%). This is a high figure due to the selectivity of 217 
patients in whom the test is used as a screening method and does not reflect the true 218 
prevalence of complete non-adherence in the clinic. The most extreme case included 219 
one patient who was referred to the clinic having been prescribed ten antihypertensive 220 
medications under the care of a cardiologist, none of which were detected in his urine. 221 
When analysing only the patients with uncontrolled hypertension prescribed three or 222 
more drugs (usually including a diuretic), 55% were found to be partially or 223 
completely non-adherent. This finding is very similar to a previous study using a 224 
similar methodology, which found approximately half (53%) of patients with apparent 225 
resistant hypertension were non-adherent (10). In light of this finding, our view is that 226 
urine adherence testing should become routine when managing patients with apparent 227 
resistant hypertension because patients with true resistance warrant meticulous 228 
investigation for secondary causes. Such investigations are expensive, time-229 
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consuming and potentially involve radiation exposure. In patients with confirmed 230 
poor adherence, such tests may be completely unnecessary and the focus can be 231 
shifted towards optimising adherence.  232 
 233 
Previous studies using urine analysis to measure adherence have not looked at how 234 
such patients react when they are informed of the results, or the reasons given for not 235 
taking their medications. It was noted from the present study that when informed of 236 
the results of their urine tests, patients acted in different ways. Despite the objective 237 
nature of the test, and explanation to the patient of its high sensitivity, about 30% of 238 
non-adherent patients denied that they were not taking their medications. Whether this 239 
represents a refusal to admit the truth, a false negative test result or simply a 240 
misunderstanding is not known. However, anecdotal evidence suggests that even 241 
when patients disputed the result, they were usually open to the suggestion of starting 242 
treatment afresh with a single BP agent, indicating that there was actually an issue 243 
with the number of medications they were prescribed. When a patient did admit to 244 
non-adherence, treatment could then be tailored to that particular individual with an 245 
emphasis on ways to improve adherence. It is important not to appear judgemental in 246 
this situation. Good relationships between healthcare providers and their patients are 247 
essential for good adherence. Some of the most important attributes that have 248 
previously been shown to be determinants of adherence in patients include an 249 
empathetic and non-judgemental attitude, ready availability and good quality of 250 
communication (11).  251 
 252 
A multitude of different factors have been shown to contribute to poor adherence. 253 
Two important features specific to hypertension include the asymptomatic and 254 
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lifelong nature of the disease itself. In keeping with this, the most common 255 
explanations given for non-adherence in the present study were adverse effects and 256 
forgetfulness. Memory and recall are well-known obstacles to good adherence. 257 
Simply forgetting to take the medicine at the right time, or poor recall of prescription 258 
instructions are both common (5). A study in 1979 by Anderson et al showed that 259 
patients could recall less than 50% of prescription instructions (12), and memory 260 
performance has subsequently been found to correlate with reduced adherence across 261 
a number of chronic diseases (13). There are other well-recognised issues relating to 262 
the drug therapy of hypertension, including drug tolerability, treatment duration, drug 263 
costs and complexity of the treatment regimen (11, 14). Regimen complexity is an 264 
important cause of non-adherence. Number of doses per day has been shown in a 265 
systematic review to be inversely related to adherence; adherence was significantly 266 
higher for once-daily compared with multiple-daily dosing (15). Because regimen 267 
complexity is a barrier that tends to reduce adherence, use of once-daily long-acting 268 
substances can improve adherence (15). However, the pharmacokinetics of a twice-269 
daily dosing regimen actually confers better maintenance of drug action despite a 270 
higher percentage of omitted doses (8). A Cochrane review on interventions for 271 
improving adherence to treatment in patients with high blood pressure in ambulatory 272 
settings showed that simplification of dosing regimens increased adherence in seven 273 
out of nine studies (16), although only one study reported an increase in adherence 274 
together with a reduction in blood pressure (17). Fixed-dose combinations have been 275 
frequently proposed as a strategy for improving adherence in patients with 276 
cardiovascular disease. There are obvious advantages in reducing the pill burden but 277 
drawbacks too. For example, missing one dose means several drugs are omitted, doses 278 
cannot be easily titrated, combinations are fixed and they are more expensive. In the 279 
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UMPIRE randomised controlled trial, use of a fixed dose combination of aspirin, 280 
simvastatin and two blood pressure lowering drugs did result in improved adherence 281 
compared with the usual care group (86% vs 65%; relative risk of being adherent, 282 
1.33 95% CI, 1.26-1.41; p <0.001), but this did not translate into a reduction in 283 
cardiovascular events or serious adverse events (18). Although the effect of dosing 284 
frequency on adherence was not analysed in our study, we were able to establish a 285 
trend towards decreasing adherence rates with the higher number of drugs prescribed. 286 
This did not reach statistical significance (p=0.115) because most patients in our study 287 
were prescribed 3-5 antihypertensive drugs, with only a minority of patients 288 
prescribed fewer than three antihypertensive drugs or greater than five. Our study did 289 
show that new referrals were less likely to be fully adherent and more likely to be 290 
completely non-adherent to their medications than follow-up patients. Reasons for the 291 
better rates of adherence shown in the follow-up patients are multifactorial but likely 292 
to be significantly contributed to by the closer attention to adherence these patients 293 
receive in the hypertension clinic.     294 
 295 
Patients’ beliefs and perceptions are also very important when it comes to adherence. 296 
Studies involving patients with a wide range of medical conditions have found that 297 
high rates of non-adherence are related to doubts about personal need for medication 298 
and concerns about potential side effects (5, 19, 20). Beliefs about the illness, 299 
perceptions of pharmaceuticals, expectations and experiences of symptoms all 300 
influence patients’ behaviour with regard to medicine taking (5). These beliefs may 301 
change over time. Patients often ‘test’ their need for the medication by altering the 302 
dose or taking a ‘drug holiday’ and monitoring the effects (21). Such drug holidays 303 
may or may not be detected with urine testing, depending on the timing of events. 304 
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Although the urine test can be affected by white coat adherence, it is unlikely that any 305 
of the patients were aware of the test when it was first performed, prior to attending 306 
the clinic. Subsequent testing may be affected by this phenomenon as patients became 307 
wise to the test and this is an area that offers the opportunity for further research.   308 
 309 
When looking at the most commonly prescribed classes of antihypertensive drugs, 310 
adherence rates for thiazide/thiazide-like diuretics (53.95%) and the aldosterone 311 
antagonist spironolactone (47.83%) were substantially lower than for other classes of 312 
antihypertensive drugs, which were all around 70%. This observation is consistent 313 
with a large observational study which showed that patients initiating treatment with 314 
angiotensin receptor blockers had a dramatically lower likelihood of early non-315 
persistence (stopping the medication) compared with patients initiated on diuretics 316 
(22). Diuretics are highly effective antihypertensive drugs and patients with resistant 317 
hypertension often benefit from intensification of diuretic therapy, including the 318 
addition of an aldosterone antagonist. However, adverse effects may lead to non-319 
adherence so it is important to encourage patients to be open and honest if they are 320 
experiencing intolerable side effects. Direct questioning about commonly experienced 321 
adverse effects are encouraged and substitutions made if an issue is highlighted.  322 
 323 
In our clinic, no patients have so far refused to have the test performed. However, six 324 
patients who were found to be non-adherent did not attend their follow-up 325 
appointment, and speculatively, this could be because they feared the doctor’s 326 
response or felt guilty about not taking their tablets. The test may have been the 327 
reason for the patient not attending but this is not known and it was only a small 328 
minority of patients. Further research is required into what implications this assay 329 
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might have on the patient-clinician relationship and we intend to explore this in 330 
subsequent projects using quantitative and qualitative methodologies.  331 
 332 
Acknowledgements 333 
The authors would like to acknowledge the University of Leicester group responsible 334 
for developing the assay (Tomaszewski et al, reference 9). We would also like to 335 
acknowledge the National Institute for Health Research (NIHR)/Wellcome Trust 336 
Birmingham Clinical Research Facility. The views expressed are those of the 337 
authors(s) and not necessarily those of the NHS, the NIHR or the Department of 338 
Health. 339 
 340 
Conflicts of Interest 341 
There are no conflicts of interest.  342 
 343 
References 344 
1. Calhoun DA, Jones D, Textor S, Goff DC, Murphy TP, Toto RD, et al. 345 
Resistant hypertension: Diagnosis, evaluation, and treatment: A scientific 346 
statement from the American Heart Association Professional Education 347 
Committee of the Council for High Blood Pressure Research. Hypertension 348 
2008; 51: 1403-1419. 349 
2. Yiannakopoulou ECh, Papdopulos JS, Cokkinos DV, Mountokalakis TD. 350 
Adherence to antihypertensive treatment: a critical factor for blood pressure 351 
control. Eur J Cardiovasc Prev Rehabil 2005; 12: 243-249. 352 
 16 
3. Naderi SH, Bestwick JP, Wald DS. Adherence to drugs that prevent 353 
cardiovascular disease: meta-analysis on 376,162 patients. Am J Med 2012; 354 
125: 882-887.el. 355 
4. Vrijens B, Vincze G, Kristanto P, Urquhart J, Burnier M. Adherence to 356 
prescribed antihypertensive drug treatments: longitudinal study of 357 
electronically compiled dosing histories. BMJ 2008; 336(7653): 1114-1117. 358 
5. Horne R, Weinman J, Barber N. Concordance, adherence and compliance in 359 
medicine taking. Report for the national co-ordinating centre for NHS service 360 
delivery and organisation research and development; 2005. Available from: 361 
http://www.nets.nihr.ac.uk/__data/assets/pdf_file/0009/64494/FR-08-1412-362 
076.pdf. Accessed January 2016. 363 
6. Feinstein AR. On white-coat effects and the electronic monitoring of 364 
compliance. Arch Intern Med 1990; 150: 1377-1378. 365 
7. Chobanian AV. Impact of nonadherence to antihypertensive therapy. 366 
Circulation 2009; 120(16): 1558-1560. 367 
8. Burnier M, Wuerzner G, Struijker-Boudier H, Urquhart J. Measuring, 368 
analyzing, and managing drug adherence in resistant hypertension. 369 
Hypertension 2013; 62: 218-225.  370 
9. Tomaszewski M, White C, Patel P, Masca N, Damani R, Hepworth J, et al. 371 
High rates of non-adherence to antihypertensive treatment revealed by high-372 
pressure liquid chromatography-tandem mass spectrometry (HPLC-MS/MS) 373 
urine analysis. Heart 2014; doi: 10.1136/heartjnl-2013-305063. 374 
10. Jung O, Gechter JL, Wunder C, Paulke A, Bartel C, Geiger H, et al. Resistant 375 
hypertension? Assessment of adherence by toxicological urine analysis. J 376 
Hypertens 2013; 31(4): 766-774. 377 
 17 
11. Wright JM, Lee C, Chambers GK. Real-world effectiveness of 378 
antihypertensive drugs. CMAJ 2000; 162: 190-191. 379 
12. Anderson JL, Dodman S, Kopelman M. Patient information recall in a 380 
rheumatology clinic. Rheumatol Rehabil 1979; 18(1): 18-22. 381 
13. Osterberg L, Blaschke T. Adherence to medication. N Eng J Med 2005; 353: 382 
487-497. 383 
14. Myers MG. Compliance in hypertension: why don’t patients take their pills? 384 
CMAJ 1999; 160: 64-65. 385 
15. Claxton AJ, Cramer J, Pierce C. A systematic review of the associations 386 
between dose regimens and medication compliance. Clin Ther 2001; 23(8): 387 
1296-1310. 388 
16. Schroeder K, Fahey T, Ebrahim S. Interventions for improving adherence to 389 
treatment in patients with high blood pressure in ambulatory settings. 390 
Cochrane Databse Syst Rev 2004; (2): CD004804. 391 
17. Leenen FH, Wilson TW, Bolli P, Larochelle P, Myers M, Handa SP, et al. 392 
Patterns of compliance with once versus twice daily antihypertensive drug 393 
therapy in primary care: a randomized clinical trial using electronic 394 
monitoring. Can J Cardiol 1997: 13(10): 914-920. 395 
18. Thom S, Poulter N, Field J, Patel A, Prabhakaran D, Stanton A, et al. Effects 396 
of a Fixed-Dose Combination Strategy on Adherence and Risk Factors in 397 
Patients with or at High Risk of CVD. The UMPIRE Randomized Clinical 398 
trial. JAMA 2013; 310(9): 918-929. 399 
19. van Servellen G, Chang B, Garcia L, Lombardi E. Individual and system level 400 
factors associated with treatment nonadherence in human immunodeficiency 401 
virus-infected men and women. AIDS Patient Care STDS 2002; 16: 269-281. 402 
 18 
20. Lacro JP, Dunn LB, Dolder CR, Leckband SG, Jeste DV. Prevalence of and 403 
risk factors for medication nonadherence in patients with schizophrenia: a 404 
comprehensive review of the literature. J Clin Psychiatry 2002; 63: 892-909. 405 
21. Pound, P, Britten N, Morgan M, Yardley L, Pope C, Daker-White G, et al. 406 
Resisting medicines: a synthesis of qualitative studies of medicine taking. Soc 407 
Sci Med 2005; 61(1): 133-155. 408 
22. Adams A, Uratsu C, Dyer W, Magid D, O’Connor P, Beck A, et al. Health 409 
System Factors and Antihypertensive Adherence in a Racially and Ethnically 410 
Diverse Cohort of New Users. JAMA 2013; 173(1): 54-61. 411 
 412 
 413 
Figure legends 414 
 415 
Figure 1: Box-and-whisker plot comparing the median number of antihypertensive 416 
medications prescribed with the median number detected in the urine in this group of 417 
patients with uncontrolled hypertension.  418 
 419 
Figure 2: Pie-chart showing percentage of patients in this cohort who were adherent, 420 
partially adherent, and completely non-adherent with their antihypertensive 421 
medication.  422 
 423 
Table 1: Table showing non-adherent patients’ reactions when presented with their 424 
urine test results. 425 
 426 
Table 2: Table showing patients’ explanations for non-adherence. 427 
 428 
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Table 3: Adherence rates with the seven most commonly prescribed antihypertensive 429 
drug classes in the clinic. ACE = angiotensin converting enzyme; ARB = angiotensin 430 
receptor blocker; CCB = calcium channel blocker.  431 
 432 
Figure 3: Graph showing percentage of patients who were fully adherent according to 433 
the number of antihypertensive drugs they were prescribed.   434 
 435 
